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ABSTRACT 

A Study of 18 handicapped males (mean age 7 years) 
and their parents vas conducted to ascertain initial characteristics 
on entering a physical development clinic, and to detect changes in 
the functioning level coinciding with their first exposure to the 
clinic program. Both prior to and following completion of the 8-iieek 
clinic program, Ss were given the Child Behavior Inventory (CBI) 
tasks and a battery of tests to assess motor, visual perception, and 
intellectual functioning^ while parents filled out a CBI form and 
then participated in a structured interview. Results were divided 
into four areas of research: demographic characteristics, pre- and 
post-session CBI results, pre- and post-session test battery results, 
and post-session interviews with parents. Among the findings were 
that the Ss made up a heterogeneous population and that little 
positive change is shown by first time enrollees on objective 
measures although parents reported improvement in coordination. 
Evidence suggested that exposure to more than one 8-week session of 
the clinic program is necessary to promote measureable change, and 
that different outcomes may depend on the initial status of the 
child. (Tables are included to explain statistical data.) (SB) 
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The purpose of this tnvcsttgatton was to ascertain the Initial charac- 
teristics of male children between six and ten years of age entering a 
physical developmental clinic program, and to detect changes In their 
functioning level coinciding with their first exposure to the clinic .pro- . 
gram. The Children's Physical Developmental Clinic at the University of . 
Maryland was designed to serve the surrounding community by providing a 
program to Improve coordination, self-confidence, and social adaptability 
In children referred for help by local professionals. In that the clinic 
has been generally run under an "open door" policy. It Inevitably provides 
service to a diverse group of children with a variety of presenting problems^ 
For this reason, the present study was undertaken,. In part, to better deUn-^.v 
eate the nature of the difficulties experienced by clinic enrol lees. A 
status evaluation was attempted at three levels: a) parental perceptions . 
of their children's problems, b) observer ratings of the children's behavior 
under standardized conditions, and c) psychological assessment focusing on 
Intellectual performance, perceptual problems, and motor ability. In 
addition to the pre-cl InlcaU status evaluation, a similar evaluation was 
conducted following the first semester of participation In the program 
which consisted of up to nine sessions In the clinic. Thus, pre and post 
clinical comparisons could be made to determine whether any notable changes 
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In functioning had occurred during the course of first program expertenceV--' ^^. ' -'-;r^iSV 



Data were also collected on the famtltes of the cltntc enrollees, thetr 

developmental histories, and other treatment programs attempted previously 

or concurrently with clinic participation. 

■ ' ' ' 

In the present study only male children were sampled from the clinic 

population. This strategy was -followed because the low proportion of female 

clinic enrollees would have made It Impossible to find an adequately large 

group of first-time female participants to permit comparisons by sex, and " 

because previous findings on female participants (Fretz, Johnson, and Johnson", 

1968) describe the female population and suggest that ^e girls In the 

program tend to be measurably different from male participants In that they 

show more severity of Initial Impairment. 
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While a thorough description of the Physical Developmental CUnlc ts 
beyond the scope of thts report and is available In previous publications 
by CUnlc director Warren R. Johnson (W.^ASeea, 1966b) several features 
of the program warrant discussion In explaining the purpose of the present 
evaluation. The Clinic provides, In most Instances, a one-to-one relation- 
ship between enrollees and a paraprofesslonal clinician with activities which 
focus upon therapeutic play and physical skill development. Participating 
children are enrolled for a semester of Involvement, consisting of about 
eight or nine weekend sessions lasting one hour each. In general, however, 
(Children are re-enrolled for succeeding semesters after their Initial exper- 
lence, so that the usual course of the Intervention may Involve several 
years of participation In the program and may carry a given child to puberty 
or even beyond. The present Investigation deals only with children entering 
the clinic for the first time, and examines their progress only through the 



^1 



course of a single set of sessions. Thus, this study, cannot be regarded as ■ 
provtdtng a true assessment of the full Impact of the program. The chtldr«n 
assessed do represent, however, a virtually inclusive sample of the first 
time male enrollees, and, therefore, can provide us with a picture of the 
initial status of typical participants and the short term effects of brief 
exposure to the clinic program. 
Recent Relevant Research 

Previous findings with respect to the clinic population, particularly 
those reported by Fretz, Johnson, and Johnson (I968) clearly verify the 
ImpresslorfTstlc data which suggests that the Clinic program ministers to a 
diverse set of developmental problems In children. Referral problems cited' 
In the 1968 report Included brain damage, retardation, physical coordination, 
sensQry defects, hyperactivity, anomalous physical growth patterns, and a 
variety of social adaptation difficulties. Not surprisingly, given the title 
of program, problems of physical coordination were the most frequently cited 
reason for referral to the program. ' .\e evidence of ma^y years of Clinic 
operation suggests, however, that sr xlflc motor skill deficits have generally 
been associated with other problem of social adaptation, and that a child 
lacking only In motor skills Is , rarity among the children served by the? ^ 
program. It Is difficult, ther rore, to specify any single body of research 
literature which will bear upo the clinic population and Its problems. 

Perhaps the most promlr .ng area of research to examine with regard to 
the problems of children in the Clinic Is the study of developmental hyper- 
activity. Previous tabulations of referral problems (Fretz, Johnson, and 
Johnson, I968; Johnson, Fretz, and Johnson, I968) have shown that hyperactivity 
Is a presenting complaint with more than a quarter of the male children 
brought to the Clinic. Further, a number of the other referral problems cited, 




Includfng muscular tncoordtnatlon, academic difficulties, and social idjustwent ♦ ^ 
problems have been Implicated as frequent correlates of hyperactivity (Van Os^tiri^^^^^ 
and Carlson, 1972) raising the possibility that this syndrome might be .d^g- iiT^i.^'^^ 
nostlca'ly appropriate even for some of the children In whom It had not been 
previously diagnosed. / * ..%->,.'f, 

A recent study of hyperactivity (Battle and Lacey, 1972) longitudinally , irJ/\v 
examined the phenomenon as It was observed In a sample of 7^ children In the . , r v.^-J-^^ 
Pels Yellow Springs developmental research. Children were rated for activity . . 
level manifested during several developmental periods from Infancy to adulthood.. , .j^^-^^ 
Activity ratings were correlated with a variety of test variables and with T,, \ 
data reported by parents and other Informants. Of particular Interest tn re- 
latlon to the present investigation were the data concerning males In the six . !!/ 
to ten year age range. Motor hyperactivity In this period was correlated with 

low achievement striving, frequent attention seeking, attempts to dominate adults 

'I 

and peers, and physical agresslveness toward same sex peers. Hyperactivity 
and IQ tests performance were not found to be related. ' interestingly, hyper- 
active boys between three and six were found to be low In Intellectual achiever-. 



ment striving but high In perslstance at physical tasks. In the subsequent iyL 
period Ic/ striving In physical tasks was also characteristic. The special . . 
relevance of this finding to the work of the Developmental Clinic would seem 
to He In the fact that most children referred to the program are six or older. 
The lack of skill and Interest tn sensortmptor activities often constituting 



the contral complaint as cited by parents may be related, for some children, 
to the phenomenon observed in the Pels study In which the elementary years 
were associated with a withdrawal of Interest in motor task success. The 
lack of '*self-conf Idence** often Invoked by parents of clinic children to 

FRlc '-y • t» • . : . ..: h^te 
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explain thetr boys' coordination problems-(Fretz, Johnson, and Johr^sonfis^^^'^"'^^^ 
may reflect the fact that earlier striving had been observed to give way to"""." 
apathy and Increasing skill deficits. Such a change might well be sairent,,- 
to parents of chl Idren showing this pattern, whereas low Interest in Intelr ; i^' "V 
lectual striving may have been a consistent characteristic of the child and "'^^ 
less subject to parental Identification as a major complaint. . Vr'?^ 

Another recent finding Is similarly of particular relevance to the assess- .f^^ 
ment of the Physical Developmental Clinic Program. It has frequently been 
asserted that hyperactivity is a self-correcting condition which tends to 
abate at or after puberty. If this Is the case, the Clinic program, which - j 
often serves children from middle childhood up through their early adolescence 
may be Inappropriately credited for Improvements which would^ave occurred 
even In the absence of any clinic participation. Recent findings do not appear 
to support this conclusion. Mlnde, Lewln, Weiss, Lavlgueur, Douglas, and 
Sykes (1971) studied 37 children who had be;m dlagnosed-as hyperactive four ' ''^M 
to six years earlier. These children, 34 of them males', had an average age 
of slightly over 11 years, and were found to show continued Inferiority to 
controls In the areas of academic success, behavior ratings, and Intellectual 
test performance. Moreover, many of the hyperactive children had already 
experienced reversals of fate, such as being held back In school grades, which 
might continue to pose problems even If the original condition were to dls- 
^pear. Reviewing several studies. Van Osdel and Carlson (1972) conclude 
that the problems of hyperactive children often persist fnto adolescence and 
that the long range prognosis Is not highly favorable. Thus, recent research 
disputes the possibility that positive changes seen In Clinic enrol lees should 
be attributed solely to maturation, while suggesting the considerable Importance 
of effectively intervening with young hyperactlves. 

-':rv;;;: 



Although hyperactivity Is one of the more common prdblems bringing " " 
children to the Clinic It Is clear that this diagnosis does not apply to the 
entire male enrollment. Indeed, Fretz, Johnson, and Johnson (I968) found 
that about as many boys as were referred as hyperactive were referred as being 
too quiet. Quietness, perhaps accompanied by physical Incoordination, could ' 
suggest a variety of diagnoses Including, mental deflclenc;, emotional, distur- 
bance, focal brain lesions, deficiency diseases, or physical non -neurological 
tllnesses. In some Instances, children have con^ to the Clinic program already 
bearing one or more of these labels. In an associated summer program serving ' 
an overlapping (but more Impaired) population of children about 38* of the 
children were classed as emotionally disturbed, kZ% as mentally retarded, 20% 
as brain damaged, '26% as hyperactive and 16% as overly aggressive. (Johnson, • 
Fretz, and Johnson, 1968). 

With regard to programs emphasizing physical skills wtth4)raln damaged 
children there Is considerable data on the Infiovatlve work of Frosttg, 
Mentesserl and others. On the other hand, the Physical Developmental Clinic 
as a program for emotionally disturbed children Is somewhat more unique, and 
less relevant data Is to be found (although some might argue that the Clinic 
program shares many features In common with the play therapies employed by 
professional mental health workers). Numerous evolving programs In which • 
paraprofesslonal workers engage emotionally disturbed chlldren'ln a one-to- 
on4 relationship have been assessed and shown to have positive Impact (for 
example, the program of school mental health aides reported by Zax and Cowen, ' 
1967). Most programs of Intervention In emotional- problems of children do 
not, however, place the emphasis on physical skills that Is characteristic 
of the Maryland program. Previous studies of the emotional Impact of. the ' 



Physical Developmental Cltntc ttself suggest that short range benefits of the 
program may exist which are only peripherally related to the physical educatl^ 
emphasis. West, Fretz, and HacDonald (I97O) compared the risk taking behavior 
of if9 clinic boys, aged five to 13, with the behavior of 23 controls. Prior 
to the clinic experience the clinic sample showed a significantly higher 
percentage of low risk takers than did the control group. ^ After a semester 
In the program the clinic boys more nearly resembled the non-referred controls 
In an earlier study (Johnson, Fretz and Johnson, I968) participation In the 
program was ^found to be associated with a limited set of positive self-concept 
changes In enrol lees of both sexes. Finally, Fretz and Johnson (undated) 
found that male Clinic participants, aged five to ten years, showed a decrease 
In restless beha>>lors, dependency, and negative attention seeking. In sum, 
empirical evidence relevant to the mental health benefits of the clinic pro- 
gram tend to provide favorable evidence with regard to particular aspects of 
psychosocial adaption. 

« 

The fact that the clinic program enrolls significant numbers of mentally 
deficient children opens yet another area of relevant research. Corder (I966) 
employed a physical education program with a group of adolescent male educable 
retardates. He found that the 20 hour program produced increases In the full- 
scale and verbal scale l(i's on the WISC as well as an improvement In physical 
fitness. Funk (1971) offered a similar but more lengthy program of physical 
training to trainable retardated, 8 to 18, of both sexes. Here again, physical 
benefits were observed but no attempt was made to measure other possible 
effects. 

One recent finding relevant to the present Investigation concerns the 
significance of many of the measures employed In assessing the clinic popula- 



tlon. Robinson and Schwartz (I973) condlioted' a longrtadinal study of 'the , ' 
relationship of visual and wtor sktHs .0 reading ability. As in the'study . 
to be described in this report Robinson and Schwartz utilized a test battery 
which Included WISC it«ns. the Bender Gesta.U, and the Frostig. A group of . 
41 children about to enter the first grade in an ordinary school were identi- 
fied as carrying a high risk for reading difficulties based upon assessed 
deficiencies in visual perception and/or visual-motor coordination. A control 
group of 23 children performing at normative levels prior to school antry was 
established. The high risk and control children were rJ«<a,in.d at the end 
of their third year in school. Contrary to the hypothesis, th, groups did ■. 
not iiffer significantly in their average reading ablirty at this time. For • 
the present purVoses. however, the most relevant finding was that the groups 
continued to differ significantly on all of the measures co™K,n to the work 
of Robinson and Schwartz and the present investigators. This finding suggest, 
that perceptual and motor difficulties as Measured by the Instruments employed 
In the present study have some stability over moderateiy long periods of tine, 
bufthat these measures do not always predict academic success, at least In 
the area of reading. These results are consistent with 'the existing evidence 
that the referral problems of Clinic children often Involve perceptual or 
motor problems, yet are often not accompanied by concerns about academic 
progress among the parents of the enrol lees (Fretz. John'son and Johnson. I968)., 
' As many of the children referred to the clinic are labelled as coordlnatlofi 
problems (Fretz. Johneon and Johnson. I968) a measure of motor skill Was chosen 
for Inclusion in the assessment batteryof the present study. Studies by Rapin, ' 
Costa and their colleagues (Rapin. Tourk and Costa, 1966, RapIn, Scarola and 
Costa. 1967) indicate that the Purdue Pegboard Is an effective screening de- ' 



vice as well as a measure of manual dexterity. Norms are reported from normal 
children 6 to 10 years of age and comparison data for performance of neuron 
logical clinic cases, retardates, deaf children and children seen non-neuro^ 
logically In a pediatric clinic are given. The test successfully dlfferen-. 
tlated the neurol glcally from non-neurologlcal clinic cases. "It can be 
looked on as an ^additional test of co-ordinated movement which Is quite sen- 
sitive to mild deficits and has the great advantage of being scored 
quantitatively. A child's performance can be compared with the standards 
for his age and be followed reliability over time... It Is sensitive to the 
syndrome of clumsiness, hyperactivity, and visual motor dysfunction frequently 
labelled 'non-motor brain damajje'." (Rapln et^al_ 1966, p. 52-53). 

Recent findings reported hy Sattler (197'») regarding performance of 
children with learning disabilities, retardation, perceptual problems, brain 
damage and minimal brain dysfunction Indicate that certain WlSC subscales 
are difficult for children with one or more of these problems. The Informa- 
tion subtest has been found to be among the most difficult of the WISC' 
subtests for Children with reading problems or retardation. The Similarities 
subtest Is a good measure of Integration as Is the performance scale subtest 
of Block Design, Both are sensitive to disturbances In Integration, with Block 
Design particularly difficult for children with perceptual difficulties. 
Children with visual perceptual motor dysfunction, brain damage and minimal 
brain dysfunction also perform less well than their peers on each of these i 
subtests. In addition. Block Design has been found to be susceptible to 
training, thus making this test potentially sensitive^ to clinic effects. 
(Sattler, 197A) 



In order to ascertain the tnttial characteristics of ftrst ttme enrolees 
in the Physical Developmental Clinic, a combination of behavioral ratings, 
parent Interviews and standardized tests was used. To determine what, !f.«ny. 
changes had occurred from Initial entrance to completion of the 8-week Clinic 
session, these measures were again administered after completion of the session 

Method 

Subjects 

Subjects were l8 male children between 6 and 9 years of age (mean age, 
7.61 yearsi and their parents. Ss were recruited from registrants for the 
Fall 1972 8-week Clinic session by calling parents and sending' a letter Indi- 
cating that the project' was concerned with evaluating the Clinic program. 
Of approximately 75 families contacted, 22 were located with 2h children who 
apparently met the criterion of lack of extensive Clinic experience (first • 
time In Clinic or summer only participant).. One 6 year old had to be discarded 
as an S. as he cried throughout the testing procedure and scorable results could 
not be obtained. Five additional Ss participated In both the pre and post 
evaluation sessions, but were found during post Interview to have had more 
Clinic experience than specified by the criterion. The results of these Ss 
are not Included In the results, (n addition 5 female Ss were volunteered by 
their parents and acted as training subjects for standardization of procedures 
^across testers, observers and Interviewers. Their data, not reported here, ' 
tended to confirm the previously reported finding that entering females are 
more severely handicapped. 
Exper Imenters^ 

'In addition to the Investigatory, 2 advanced graduate student research 




assistants served as observers for the behavioral assessment sessions, and ". 
also assisted In Interviewing parents. Four trained testers administered ' 
the test battery to the children, assisted during the post session by one". ' 
of the Investigators. The other Investigator conducted approximately 90* , 
of the parent Interviewees. 

% • 

* 

Materi als 

The Child Behavior Inventory (CBl) was an Instrument developed speci- 
fically for use In the present Investigation, it was designed to Identify the 
qualitative-character of a child's performance In a number of common social 
or task situations. Twelve common situations, such as meeting an unfamlU.r 
adult or being given a new toy to play with were described, with seven sub- 
stantive responses to be checked and an "other" category ^for behaviors not 
described In the choices. For each situation the choices were written to 
reflect a particular set of possible ortent?ttons to the problem. The types 
of reactions reflected tn the choices were defined as follows: 

1) Effective - Responds to the situation with appropriate behaviors and 

and achieves mastery or success 

2) Ineffective - Responds to the situation with appropriate behaviors 

but falls to achieve mastery or success due to skill deficits 

3) Impulsive - Responds to the situation with task oriented behaviors, 

^ but without sufficient control or attention to demand character- 

istics to permit success 
k) Avoidant - Attempts to escape from the situation or engages In be- 
haviors Irrelevant to the demand characteristics of the task 
or situation ' ■ '* 



■5) Dependent - Seeks help tn'the sttuatldn wtthout . full attest to' ^-''.^^'-M 
' """" " '"^ependent.y . ' .iS^^^ 

6) Aggressive - Engages tn apparently purpostve efforts to damage' th. 

person or object central to the situation . •'■ ' ■; 

7) Self-deprecating - Verbal ly reports Inadequate abl, tty to ™st.r the 

situation and avoids .It or seeks help ' ; , •■ ' ,i,"?.fS. 

The response categories offered for each situation were not regarded as '"' 
mutual ly «<cUstve and .nfor.»nts «r. permitted to check as ™ny responses 
as they ha^ observed to occur or guessed v„uld occur. Thus, the .nstrun»nt t ''^^ 
was designed to provide an overall picture of the child's behavioral . : ' I^C^p 
repertoire as observed In a number of situations. It was hoped thit such ' i S 
data «uld be of future use In plannlng.cUn.cal Interventions' for a given -^'MW 
child. For the purpose of the present investigation, however, the Cil was. ' 
analyzed to detect cross-situatlon.1 response tendencies. The total number 
of responses checked in each category was sin^d for each child. 1„ this 
way a Child could receive a score fr^ 0 to 12 for each resp'onse class, with ' ■ '^'^^ 
0 ^nlng that a type of response, ,.g.. avoidance, was not reported to occur 
in any of the situations and a 12, indicating that' it occured in every case. : 

The primary purpose of the CBl was to determine how parents perceived ' ' ' ' 

their chtldrens. response tendencies. The instrument was also designed to 
permit examiners acting as participant observers to record the actual behavior 
.If the child. For each situation described in thejnyentory a laboratory ' 
simulation was constructed." e.g.. meeting the examiner provided data for the , ' fjt 
Item on meeting .strange adults. In this way. data from trained observers ' ' "'^ 
were collected as a cross-check on parental reports. It was realized, however, 
that observer-parent discrepancies would not necessarily Indict, parental 
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distortions. The examiner would have had only a single opportunity to qliserva V^V^ 
the child's response, whereas the parent would presumably be reportlng.'wi^'tfie/^ /f^' .Sv. 

basts of repeated opportunities to observe the child. Further, It was-xecog^^^^^^^ 

. , • - . ' ' /. >".., 

nlzcd that behaviors evidenced In the absence of the parent might differ Vvv'-' 
significantly from these manifested In the presence of the parent. 



t 
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Assessment B attery * - ' . ' ^ ' 

A battery of tests designed to assess motor, visual perceptual and Intel- 



-1 



lectual functioning was assembled. Although additional WISC subtests had 
been Included, .they were discard-.^; when pilot work (the training of the testers ' 
and observers) Indicated that the attention and motivation of the Ss decSned^' " ,t 
with a longer testing pprlod. The average testing time for the final' battery 
was k5 minutes. The battery was composed, of the following tests: 
The Frosttg Developmental Test of Visual Perception (Prostlg, 1964): 

1. Eye-motor coordination subtest: a test of eye-hand coordination ■ ■ . St! 
Involving the drawing of continuous straight, curved or angled lines between - "'^'M^ 
boundaries of various width or from point to point without guide lines. ' -vViJE 

2. Figure-ground subtest: a test Involving shifts In perception of -if. 
figures against increasingly complex grounds. Intersecting and "hidden'.' 
geometric forms are used. 

Even though the age celling on the Frostlg Is below the age of some Ss, 
^past perfromance of Clinic enrol lees has Indicated that the test Is sensitive 
to the problems of these Qlder children (Fretz, 1970). Raw scores are reported. 
Bender Motor Gestalt Test (Bender, 19^6): 

The Koppltz Developmental Scoring System (1964) provides a standardized xl;, 
scoring system for children. Scoring Is In terms of errors which are defined 
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In an age-related manner. Three scores were used: total errors, and scores 
for significant and very significant signs for brain damage. 
Purdue Pegboard (Tiffin, I968): 

a performance test Involving the placing of pins in 'holes with dominant ~ 
hand, nondomlnant hand and both hands, as well as an assembly test requiring 
coordinated use of both hands. Children's norms are glveh In Rapln, Tourk 
and Costa (I966) . 
Wise (Wechsler, 19^9): 

1. Information subtest: a test measuring range of knowledge; long 
range memory. 

2. Similarities: a measure of verbal concept formation and logical 
thinking. 

I 

3. Block Design: a measure of visual motor coordination, perceptual 
organization, spatial visualization, abstract conceptual Izattng ability, 
analysis and synthesis. 

Sattler (197^) reports that reliability for the combination of information. 
Similarities, and Block Design Is .867. 

Procedure 

Each child and his parents were met by an Investigator or observer and 
the child was then either taken to the observation room for administration 
of the CBl or was Introduced to the tester and taken to a small testing room 
with child-sized furnlture.and administered the test battery. If the child 
completed one part of the procedure before the observer or tester was free 
to administer the second part, he was taken to a room with toys and puzzles 
with which he could play while watting. While the child was being tested and 
observed on the CBl tasks, each parent filled out the CB| form and was then 
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seen by one of the Investigator? for a structured intervi'ew. If both parents 
accompanied a child, each completed a separate CBl form and then they were 
Interviewed together. This procedure was followed for both the session 
prior to the beginning of the Clinic and the session after completion of , 
the 8-week program. 



Results 



The results to be reported are divided Into a) demographic characterise- 
tics of the sample, fa) the pre and post session CBl administered to parents 
and as completed by the observ^ers, c) the pre and post session test battery 
and d) the post session Interview with parents, Including their ratings of 
change. 

Demographic characteristics " » 

The average age of the Ss was 7.61 years, with a standard deviation of 
1.1. Table 1 Indicated the distribution of education of Ss and their parents, 
parents occupational level, number of siblings, mother.'s age at S,'s birth, ■ 
medication, medical problem history, and presenting problems as stated by 
the parents. Average grade placement was 2.6, approxlmatejy the expected 
level. Father's educational and occupational levels Indicated that this was 
a well educated group In the professional, managerial and technical occupa- 
tional levels. Two-thirds of the mothers had attended college and one-third 
^had graduate credits or degrees. The majority of mothers were not employed 
outside the household. 

There were no only children In the sample. Twenty-eight percent of the 
children had a sibling In the clinic. 

Indications of the heterogenlty of the sample and of their problems are 
Indicated by placement In spclal educational classes (33%), current prescribed 
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Table 1 

Characterlsttcs of Ffrst Time Enrbllees and Their Parents 



Education 



Grade placement 
Number of Ss 

Special Education 
Number of Ss 



Father's Education 
Mother's Education 



Occupational LeVel 



Father 
Mother 

Sibl ings 

No. 

No in Clinic 
Mother's Age at Birth 
•No. 

Medical Probl ems 



1st 
3 

Yes 
6 

High 
School 

1 
6 

Prof. 
7 



2nd 
3 

No 
12 



3rd 
6 



'ith 
3 



Ungraded 
3 



College 

4 
3 



Bachelor Graduate 
Degree work 



3 



3 
3 



Graduate or 
Prof, degree 

6 

• 3 



Managerial Clerical 



10 
6 



1 



.Not Employed 
11 



13 

20-25 

4 

Yes 



2 
6 

26-30 
12 



5 
5 



3 
3 

31-35 
1 



3 



7 
1 



Not stated 
1 



History 7 
Presently on Medication 7 



No 

11 
11 



Presenting Problems (total frequency more than 18-most parents gave more than 

1 response) 



Motor coordination, including large and/or 
fine muscle coordination 

Hyperactivity; poor attention span; 
distractibil ity 

Visual /auditory perceptual problems; 
learning or reading problems 

"Immature," problems of self confidence; 
unaggressive 

Destructive 

Miscellaneous, including brain damage 



Primary 
13 



Stated 
13 



10 

6 
8 

2 
5 



1H 



medication (39^), and a reported history of more than usual medical problems, 
Including convulsions, high fever, brain damage and other trauma (33%). 

The primary problems for which parents reported they expected Clinic 
help fit In nature and frequency the already described characteristics of . 
the Clinic population. Host frequent problem was some form of coordination 
difficulty. Second most frequently mentioned were aspects of the "hyperact- 
ivity" syndrome. Remaining classifiable problems generally fell Into two 
classes: social adaption problems and learning related difficulties. 

Parents reported referral from the school most frequently (teacher, 
psychologist or other professional). However, the single most frequent 
specific referral agent was a physician, primarily a neurologist. In many 
cases, the school had first suggested the medical examination, which had 
subsequently resulted In the neurologist's referral. In'a few cases, enroll- 
ment was based upon knowledge of the Clinic from already enrolled slUlng. 

Few significant correlations between demographic variables were found. 
Most relationships found were of an expected type: special educational 
placement with both grade placement (r « -.53, p <' .05) and medical problems 
(r =» .Sk, p <C.O]); medical problems with current medication (5 » .53, 
p <.05); and age with grade (r « .6^*, p <.01). 

Child Behavior Inventory 

f Findings from the CBl may be divided Into five areas; fi) reliability 
(stabll lty)'of the instrument, b) Intercorrelatlons between scales, c) average 
subscale scores, d) correlations between CBl subscales and other measures, and 
e) pre-post-comparlsons on CBl subscales. 

In that the CBl was an Instrument newly developed for the study, its 



quality as a psychometric device was not established. The present data docs,- 
however, provide the basis for forming some tentative impressions about, thet-y. 
stability of the subtest scores, a component of reliability. Observers and 
parents completed the instrument twice with the three months of clinic par- 
ticipation Intervening. Given that. the clinic experience was assumed to Im- 
pact upon the type of behaviors measured by the CBl, It was to be expected 
that less than complete stability would be Indicated by pre-post correlations 
of scores. Moderate or high correlations would. If found, be Impressive 
evidence that the test Items were not meaningless or were not being answered 
randomly. Table 2 shows the correlations actually found for parents and " * 
observers. The three month stability on the aggression subscale could not 
be computed for parents due to the presence of zero scores. Of the remaining 
13 correlations 7 were positive and significant. Interestingly, the most . 
stable scale for parents, "self-deprecating", was the least stable for obser- 
vers. This may have been because It was difficult for observers to hear or • 
understand the verbal response which was necessary \o score In this category, 
while parents with more exposure to the children were. able to detect self 
deprecatory remarks with relative ease. Overill, the CBl proved more reliable 
for parents than observers, with mean correlation coefficients of .56 and .36 
respectively. 

With regard to the Intercorrelatlons between CBl subscales, the data 
generally support the assumption that they were Independent. Table 3 shows 
the significant intercorrelatlons which were found for parents pre and post 
and observers pre and post. No correlations with the parent pre scores on 
aggressiveness could be computed dur to zero scores on this scale. Of the 
remaining 312 possible correlations, excluding scale with self correlations, 
only 35 were significant at the .05 level of better. 

... ■ • 



Table 2 

Test-Retest Correlations for Parents and 0bservers 
on CBI Sub-scales 
Data Source 



Subscale 

Effective 

Ineffective 

Impulsive 

Avoidant 

Dependent 

Aggreslve 

Self-depricatory 



Parents 

.37^8 
.6827** 
.5938** ■ 
.37^8 
I 

.7875*''' 



Observers 

.2252 
.7l»20** 
.1838 
.2252 
.6176** 
-.0273 



* p .05 ** P <. .01 
1. Not computed due to the presence of zero divisors 



One finding which may be worthy of special consideration was the negative, 
correlation between observer precllnlc ratings of dependency and effectiveness 
as rated by observers and parents both before and after the clinic experience. 
This outcome suggests that children who sought the help of the unfamiliar 
examiner In their Initial experience In the test situations tended to be seen 
as relatively limited in effective responses to sltuatl9ns. It should be 
noted, however, that the actual frequency with which observers rated behavior 
as dependent In the precllnlc testing was quite low, an average score of 
Indicating that a few unusually dependent children who also lacked effective 
behaviors may have accounted for the observed relationship. 

The third type of data to be gleaned from the CBI Is perhaps the most 
directly relevant to the descriptive purpose of the study. Average precllnlc 
scores on the various subscales provide a picture of the Initial response - 
repertoires of the children as seen by parents and observers. These data 
are shown In Table As Is evident both parents and observers most often 
reported the children's responses to be of an effective' nature. Clearly, as 
a group, the children were not severely impaired In their behavioral 
capacities. The second highest subscale scores v/ere for Ineffective behavior, 
Indicating that where Inadequate responses were seen to occur they were most 
often seen as relating to skill deficits. The remaining subscales did not 
achieve the same rank for parents and observers. Not surprisingly, parents 
Reported relatively more dependency than observers; It would hardly seem likely 
that most children would show their full potential for help seeking behavior 
where only the unfamiliar observer would be available to provide aid. A 
final Intriguing finding was the difference In the relative ranking of 
aggression scale scores for parents and observers. Aggressive responses were 



Table k 

CBl Subscale Scores and Rankings Before 
CHnfc Participation 

Parents Observers 



Scale 


Mean 


S.D. 


Rank 


Mean 


S.D. 


Effective 


5.78 


3.22 


1 


5.67 


2.'»0 


Ineffective 


3.33 


I.S'j 


2 


1.83 


1.'»7 


Dependent 


2.83 


1.62 


3 


OM 


0.62 


impulsive 


2.61 


2.6'» 


k 


1.56 


1.72 


Self-deprecatory 


1.61 


1.69 


, 5 


0.39 


0.70 


Avoidant 


1.'»'» 


1 .50 


i 

6 


1.11 


0.58 


Aggressive 


0.00 


0.00 


7 


1.17 


].0k 
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the fourth most common reaction pattern as seen by observers, whtle parents 
reported no aggression whatsoever. This finding ts subject to several pos-- 
sible interpretations; One possibility is that the children inhibit aggres- 
sion in the target situations when parents are present. Another possibility, 
not exclusive of the first, is that parents tend to attribute their childrens 
actions in various situations to motives other than a desire to do harm, such 
as a clumsy attempt to achieve mastery. 

A fourth area of analysis of the CBl data was the correlation of'subscale 
scores with other measures. When the CBl scores were correlated with demo- 
graphic variables little of note emerged. The only finding which appeared 
to be clearly meaningful in this matrix was an inverse relationship between 
the effectiveness scores and enrollment of the child In special education, 
i.e., children who were rarely seen as effective In their responses to the 
situations on the CBl tended to be in special classes. There was also some 
suggestion In the data that the children of'older mothers tended to less 
impluslve, and more dependent, self-deprecating and lneffect,lve as seen by 
parents or observers, but this finding was only marginally supported by the 
data. With regard to the association between CBl and subscale scores a more 
impressive finding emerged; the effectiveness and dependency subscales were 
frequently found to be reasonably predictive of test battery perforn«nce. 
Table 5 summarizes the data for these two scales by presenting the significant 
Correlations which were discovered. For the effectiveness sc^le, high scores 
tended to be positively correlated with good performance on the Purdue motor 
skills measures. WlSC verbal performances and Frostlg visual-motor adequacy; 
negative correlations were found with Bender error scores and Bender indicators 
of organic impairment. These findings may be Interpreted to show that children 
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(20) 

who were rated by parents and observers as effective In the CBl situations .. .^f^i 
tended to be more competant In cognitive and motor skills as assessed by 
the test battery. It Is notable, hov. -sr, that the parent post clinic ratings 
of effectiveness did not correlate with test measures as did the pre clinic 
ratings. This would seem to mean that the clinic experience either dif- 
ferentially affected situational and test performances, dr that parents 
tended to see changes in social performances even where basic skills did 
not Improve. 

For the dependency subscale only, observer ratings tended to correlate 
with test data. Findings here again appear to make reasonable sense. High 
dependency was associated with low cognitive and perceptual performance. 

A somewhat speculative Interpretation of the significant correlations 
between CBt and test battery data may be In order at this point. Findings 
seem to suggest that the clinic sample Included two types of children. On 
one hand, there were boys who s;howed evidence of cognitive or motor deficits 
and who were also situational ly non-effective and dependent. On the other 
hand, there vere children whose test scores were less Indicative of any serious 
organlclty and who were more effective and less depencent In their situational 
^ responses. 

The changes on CBI, or lack therof which occured between the first and 
second administration of the Instrument indicated parents reported no behav- 
ioral changes. Simply stated, only one significant change at the .05 level 
was found out of 13 analyses (again a test could not be done for parent 
aggressiveness rating due to zero scores). The one finding of change was 
that observers noted less Impulsive behavior during the second observation. 
Thus, the CBl data did not Indicate that for the children as a group there 



if 
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was a stgntftcant change tn thetr sttuattonaJ responses, wUh the exception 
of one observer rating conceivably related to a familiarity effect on re- 
admtntstratlon* 

In addition to the parent perceptions of changes tn their children 

inferable from CBl data, a set of questions on perceived changes were asked^ 

of parents in the post clinic Interview. A five point rating scale was 

employed with the following anchor points: 1 « much worse, 2 = slightly worse, 

3 " about the same, h « slightly better, 5 much better. Seven areas of 

functioning were examined, Including overall functioning, peer relations, 

large muscle coordination, fine muscle coordination, thinking and reasoning, 

persistence, and relations with parents^ Parents ratings were significantly 

indicative of positive change fcrr all areas with the exception of peer 

relations, thinking and reasoning, and relations with parents. Thus, it 
* 

would appear th&t parents tended to assess their children as being Improved, 
even though specific behavioral changes were not reported by them In complet- 
log the CBI. This finding may Indicate an! optimistic distortion on the part 
of parents In their assessment of outcome, or may merely Indicate that the 
CBI was too gross a measure to detect the changes associated with a single 
semester In the clinic. In either case, parent post clinic reports were 
favorable enough to explain why a majority of parents enrolling their children 
for the first time seek readmlsslon for succeeding semesters, often extending 
the time In the program to several years. 

. 4 

Test battery 

Table 6 Indicates means)^ standard deviations and stability coefficients 

* \ * 

'for each test scale. All correlations are significant at the .05 or .01 



Table 6 

Means, Standard Deviations and Pre-post session 
Correlations for Assessment Measures (N « 18) • 





Pre 


Session 


Post 


Sess ton 


Test 


X 


S.O. 


*r 


S.D. 


PURDUE 










ruraue, aom» hand 
Purdue, non-domlnant^ 
Purdue, both 
Purdue Assembly 


9.33 
9.39 
7.17 
1.72 


2.06 

2.55 
2.20 
1.18 


10.22 
9.89 
7.28 
1.83. 


3.15 
2.81 
2.24 
1.04 


Wise ^ 










Information 
Block Design 
Similarities 


8.94 
12.06 
6.44 


4,63 
9.96 
4.66 


9.89 
13.67 
8.61 


4.97 
11.57 
6.78 


BENDER 










Errors 

Significant Signs 
Very Significant Signs 


10,18 
4.88 
1.76 


9.08 
2,76 
1.89 


9.50 
4.77 
1.28 


8.13 
3.26 
1.71 


FROST 16 




V 






Eye-Coord. 
Figure-Ground 


12.83 
14.00 


6.73 
6,15 


14.06 
15.17 


6.18 
6.34 



* p < .05 
** p < ,01 



level. Highest test-retest correlations were, for the WlSC scales. Lowest 
stability was found for the Purdue Pegboard (non-domtnant hand) and for the • 
Bender significant signs of organtclty. Although approximately half of the 
correlations for each of these two scales were significantly related to 
performance on other scales, these scales had the fewest significant corre- 
lations with other test measures In an otherwise almost »total 1y Interrelated 
set of measures. Table 7 gives the correlations between the various scales. 

Comparison of performance on the Purdue motor skills tests with the Rapln 
et al norms (I966) Indicated that the Clinic sample performed about as expected 
when each hand Is used, but is slightly below the norms sample when coordinated 
use of both hands Is required. Mean scores for dominant hand were 9.33 and . 
10.22 as compared to 9 for 6-7 year olds and 10 for 8-9 year.olds. Mean non- 
dominant hand scores were 9.39 and 9.89 as compared to 8 for 6-7 year olds'! 
and 9 for 8-9 year olds. The both hand peg placement mean was 7>17 and 7.28' ■ 
for the sample while the average score for, 6-7 year olds was 8 and 8-9 year 

1 

olds was 9. It should be noted however that, despite -the clatm that perform- 
ance is independent of educational level, not only were the tests related to 
the WlSC subtests, but also to grade. ^ 

Indeed, all measures except the Purdue non-dominant hand pretest and 
Bender significant signs pretest scores were related to grade. WlSC informa- 
tion and Similarities performance and both Frostlg measures were negatively 
^ related to special education status. The Bender error score was positively 
related to special education status. Thus both cognitive and perceptual mea- 
sures related to learning difficulties. Age was positively related to WlSC 
scores, Purdue Assembly and the Frostlg scales. All of the relationships are 
in the expected direction. 
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Of greater interest, In terms of relationship to demographic variables, 
was the finding of a negative relationship between mother's age at S^'s birth'"', 
and 5 of the Purdue measures. Mother's age was also positively re'iate^ to. .'. 
post session signs of organlclty. 

Measures of perceptual status, excluding the Bender significant signs 
scale, were almost all related to other test measures, the Bender error 
scores and the very significant signs score were negatively correlated with 
the Purdue scales, with a median correlation of -.6?! The two scales of the 
Frostlg were positively related to Purdue performance with a median correlation 
of .62. These perceptual measures were also related to the WlSC scales. For - 
Bender error and very significant sign scores, 22 out of Zk correlations were 
significant with a median correlation of -.68. All Frostlg-WlSC correlations 
were significant (at least p < .05) with a median- correlation of .65. 

Thus the Interrelationships among the test variables and the relations 
with the demographic variables would Indicate an generally Impaired pattern 
of motor, perceptual and cognitive abilities associated with diagnosed learning 
disabilities as lndlc=jted fay special education placement, while a higher level 
of functioning on these measures was positively related to age and grade 
placement. ^ 

Post session parents' ratings of large muscle coordination Improvement 
was positively related to pre session non-dominant hand performante (r - .75) 
'and negatively related to the very significant organic Impairment signs of 
the Bender (r =-.60). Ratings of fine muscle Improvement were negatively 
related to pre session eye-hand coordination and to all WlSC measures (median 
r « -.6^). Interestingly, Improvement ratings were positively related (r » .57) 
to having previous through minor Clinic experience (i.e., a summer program). 



A picture of the more Impaired children showing' more improvement In fine 
motor coordination In the eyes of their parents emerges from the ratings.-. ^--^A^^ 
and test data. 

Despite past findings of change In coordination skills with Clinic 
experience, no significant changes In the Purdue scores from pre to post 
session were found for this first enrollment sample. Indeed the only signi- 
ficant changes were on the WISC Information and Similarities^ tests, although 
all differences were In the direction of Improvement on all scales. It 
should be noud however that Initial analyses, which Included the subsequently;, 
discarded 5 "experienced" Ss, Indicated significant changes on both motor and-, 
perceptual measures similar to those previously reported: Purdue dominant 
hand, Bender verj significant signs, and Frostlg figure-ground scales. 

Thus, as found with the CBl scales, little positive change Is shown by 
first time enrol lees on objective measures, although parents report Improve- • - ...v- 
ment in coordination. * L\:!M^ 

* . " • ' - N 

fest Session Interview ■ t .•'hl'-^; 

Mean ratings for the post Interview change scales are given In Table 8. 
A rating of 3 Indicated no change. All ratings are In the positive change ' 
direction and the ratings of overall change, large muscle coordination, fine 
muscle coordination and persistence are significantly different from no change 
if < .05). Relations with peer, relations with parents and thinking and 
reasoning were not significantly different from no change. 

Among the ratings, ratings of overall Improvement were positively re- 
lated to Improvement In peer relationships (r = .66) and In parent relation- 
ships (r - .73). Peer and parent relations were highly related (r - Jk) . 
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Table 8 

Parents' Post Interview. Ratings of Change Means, 
Standard Deviations* and Difference from no Change 



Change 


Mean 


Standard Deviation 


* 1 


■ 


Overal 1 


3.72 


1.12 


2.i{88* 




Peer Relations 


3.53 


1.02 


ris 




Large Muscle Coord. 


3.6^ 


.61 


3.805** ■ 




Fine Muscle Coord. 


3.97 


.69 


5.199** 




Thinking 6 Reasoning 


3.33 


.60 


ns 




Persistence 


3.3^ 


.46 


2.915* 




Parent Relations 


3.10 


.82 


ns 





* p < .05 ' . ... \ 

** p < .01 ■ " v.-'-^'ai 



(Scale values: 1 - mucli worse, 2 = si tgiitly worse,. 3 « no change, 
k " slightly better, 5 " much better) 
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overall improvement was negatively related to ratings of improvement in 
large muscle coordination (r - -.62). Thus the ratings seem to reflect two 
kinds of perceived change: overall Improvement reflecting improvement in 
social adaptation and improvement in coordination and persistence. 

Negative correlations were found between fine muscle coordination 
improvement and age and grade (r = -.66, -.73 respectively) indicating 
that parents perceived the younger children as improving more than the older 

children. Improvement in large muscle coordination was negatively rela.ted 

to mother'^ age at £'s birth. 

Discussion 

The preclinic status of the children in this sample of first time regu- 
lar session enrol lees conforms to the descriptions previously given of the 
Clinic population. Although this sample was younger than the samples described 
in earlier studies, it was demographical ly.similar. Similarly, the hetero- 
geneity of the population is again evidenced. Both the different types of 
presenting problems and the large variances found for most of the test 
variables give emphasis to the diversity of the group. These first enrollees 
are more variable on perceptual and intellectual measures than the samples 
described by Fretz, Johnson and Johnson (I968) and Fretz (I97O). The present 
group averaged almost twice as many Bender errors as those described in the 
.previous studies. Errors varied from a low of 2 to the maximum possible. 
The finding of mean errors of 10.18 (pretest) with a standard deviation of 
9.08, as well as the strong relationships between the Bender and the motor, 
perceptual and intellectual measures, would point to the apparent presence 
of an organically impaired subgroup. The Bender is also related to report 
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by parents of enrollment (n special education classes and a history of medical ' ^'i^, 
problems, additional evidence for such a subgroup. From the demographlc.'cBI T^ '^'^^* 
test and Interview data, It seems appropriate to suggest that the group could- 
be divided Into those with signs of organic Impairment an4 those with few or 
no such signs. The former appear to have problems of behavioral Inadequacies 
which differ from the latter vtho seem to have more focused adjustment problems. 

Previous studies have reported significant changes on the Eye-motor 
coordination and Figure-ground tests of the Frostlg and the Bender error ' 
scores wl^h Cl inic experience. Fretz and Johnson (undated) also report ob- . " 
servations of less dependency and less "fidgety" behavior ^ter Clinic exper-' • 'si- 
lence. No such objective changes were found In this study. However, parents , . 
apparently did perceive both social and. motoric changes Ip the children. /Jvl^ 
Several factors may account for the discrepancies between outcomes on ^-^^Ws 
objective measures in previous studies and the current Investigation. One - 
such factor relates to the stringent criterion of first time enrollment used 
to select subjects In this study. Previous studies have used samples from 
the In-cllnlc population In comparison to waiting list controls. The vast 'S^' 
majority of children currently attending the Clinic are rei^at^rs^as the ^.i.; 
small number of first time enrol lees In the current study demonstrates. The ' '^^ 
different results would suggest that the efficacy of the Ctlnlc program 
depends on more than the Initial 7 to 8 hours of Clinic participation to 
show reliable gains on objective measures. This Interpretation would appeal^ |^ 
to be supported by the relation between the parents' report of fine muscle' --i'S Jl" 
coordination Improvement and a brief previous Clinic experience, and by the'- " ' " il' 
stgnlf leant changes found In the Piir^due dominant hand and F^osttg Figure-, . 
ground scores before . . v . ^ \ . y^*?* 

CllnU experience 
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The discrepancy between the parents'' rat'lngs of Improvement and the 
objective measures also calls tnto question the sensitivity of 
The CBl is an experimental Instrument assessing the frequency of certain 
typical behavioral responses to common situations. Tbe validity of the ob- 
server CBl ratings is limited by the difficulty of attempting to, assess ^ 
typical responses through the use of a limited number of situations under . 
unfamilar conditions. Many of these ^children behave in a passive dependent,. « Jfi^^- 
manner showing self -deprecation, avoidance, and ineffectiveness. They are " 
unlikely to show the full range of their typical behavior In a novelvun-- 
famllar situation. The behavioral situations themselves may not'have eU- 
clted typical behaviors or may be too gross to effectively differentiate: 
performance change. This may account for the limited change'found In th4 ' ' ' '^Sj 



parents* CBl ratings. ' - ' C 



In contrast to the sparsclty of evidance for concrete improvement, the,'; 
parents' post Interview ratings of improv^ent did reflect change In 
performance and social functioning. The parents' .ratings could thus be seen-"?"''^^'Mf 
either as reflecting a more sensitive measure of change than the CBl' or thc-'-'i 
test battery, or as reflecting their anticipations" and Expectations of help f 
from the Clinic program. It was clear from the post session Interviews" that' """^ 
the parents were generally satisfied with the child's participation and 
expected to continue to enroll him to the program. 

Another posslblUty ts that different outcomes may depend on the Inrtlal 
status of the child. As previously discussed, .tt may be more meaningful 'tQ 
divide participants Into those with signs of organic Impairment and those wtth 
few or no such slgna;* The parents ^^repbrts support this suggestion, In that 




In muscle coordination. In view of the low number of first time enrollees, 
any attempt to differentiation between differences In Imparment and outcomes'- 
must be extremely tentative. It does seem possible from the data, however, ^ 
that different benefits might result/or children with or without evidence. ' ' 
of organlclty, especially from the first exposure. Passive dependent, seem- 
ingly organically Impaired children may respond to the one to one Clinic 
Intervention by becoming, more active, assertive, even Impulsive, while showing 
some gains In skill areas. Thus In a first experience the dependent child 
may dutlfuljy respond to the clinician's encouragement, thereby becoming more ■ , 
assertive and skillful. Less impaired boys may gain socially from' the Inter- ... 
action, becoming less Impulsive and more socially effective, but without 
major changes In skill level. Some boys did seem to Increase *ln aggressiveness. 
This would be a positive change for dependent children who m^y have become 
more assertive after this Clinic experience. 

Thus, this study of first time enrol legs In a physical developmental clinic 
suggests that a) exposure to more than one 8-week session of the clinic program 
Is necessary to promote measurable change and that b) different outcomes may 
depend upon the Initial status of the child. However, additional research 
Is needed to substantiate these suggestions. No control group was used In 
this study. A waiting list control group was not available. Attempts to 
match subjects with non-dllnlc controls were abandonned when the group proved 
to be so diverse. Therefore, any attempt to generalize beyond this particular 
group of boys is limited. It Is possible thatjglrls may respond differently 
to first exposure, and therefore no generalization from this study to the 
female clinic population Is possible. 



tt ts suggested that another kind of control ts needed tn order to 
Isolate the specific effects of the CUntc program on enrollees. A "placebo'f 
control tn whlah children receive equivalent social contact but without the- 
specific CllBlc Intervention program ?s needed to fully evaluate the program. 
This would also assist In clarifying whether different outcomes should be 
expected for more versus less generally impaired children/ " 
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3 Copies of the Child Behavior inventory, the pre Interview schedule and 
the post ln4:ervlew behavior change rating scales are appended. 
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. APPENDIX" 

1. CHILD BEHAVIOR INVENTORY 

2. INTERVIEW SCHEDULE ^ 
A. PRE 

8. POST, 5NCLUDING RATING SCALE* 
FOR BEHAVIORAL CHANGE 
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X, CHILD BEHAVIOR INVENTORY 



Instructions; We would like to get a picture of how your child behaves 
In a variety of situations, and wMch of his behaviors pose special 
problems. On the following pe<,es are some situations your child might 
face and soms ways he might typically react. .. For each situation check 
the behavior you would expect to see. You may check more than one 
choice. If that behavior seems to be a problem, check the behavior and 
in addltlor->ut a "p'« by It. If the .behavior Is- a serious problem, 
put an "SP" by It. I.f you haven't actually the situation^ check • 
the behavior you would most expect to see, and In addition mark 
"Best Guess". 



•fit. > • / 



1, 



AM . 
Kf? - 

- 



************************** 



The child can Join a game which requires general coordination of, 
his body. 



a. He fails to Join the garrfe.. 
. b. He says he cannot do \«/ell and refuses to Join. 



. *' 



He Is willing to play If someone will help him or If he 
gets special privileges. ^ 



S't . 



d. lie crltlcezes the game and Interferes with It Intentionally. 

e. He> Joins the game and does whatever he feels, like doing, 
regardless of the rules or the feelings of oWrs. 

f. He tries to play and enjoys It. ' -i'' . ''.'v'fl^jii , 

■ ■ ■ i'<'*:%m4 

g. He tries to play but Is poorly coordinated and may get upset. 

h. Other 

Best Guess 
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Your child Is left alone withisome small objects that require 
coordination to manipulate. 

a. He seeks help. 

b. He tries to work with the objects but Is frustrated by 

his clumsiness. 

c. He works with the object and enjoys It. 

d. He does not v/ork with the object. 

e. He says he cannot do the task and does not try. 

f. He Intentionally mishandles the object so as to damage It. 

g. He plays with the object, but wildly and without a planned 

effort to succeed In his manipulations. 

h. Other 

Best Guess 

Your chlTd must solve a problem that requires thought, for example, 
assembling a complicated new toy. 

a. He Impulsively does whatever he feels like with the toy. 

b. He shows no Interest In the toy. 

c. He tries to understand but usually cannot and may cry 

or get upseto 

d. He says he cannot understand and asks for help. 

e. He asks for help before really trying to understand. 

f. He tries to break the toy. 

g. He learns how to assemble the toy without help. 

h. Other 

Best Guess 



Your child is asked to perform In a school subject at which he 
Is not particularly jfood. ^' 

^ a. He gets angry and says something unpleasant to the teacher 

or other children. 

b* He tries to do as asked and does pretty well. 

c. He Ignores the request or cries. * 

d. He Indicates that he cannot succeed and do^s not try. 

e. He asks someone to help him with the task. 

f * He performs haphazardly without much concern as to whether 
he is doing things correctly or Incorrectly. 

29* He tries hard to do as asked but does not succeed In 

spite of making a good effort. 

h. Other 



Best Guess 



Your child Is separated from you In a store. 

a. He finds some workable solution to the problem withoug 

difficulty. \ 

b. He says that he Is too dumb to find what he wants and gives 

c. He gets angry at others for putting him* In the spot 

he Is In. 

d. He tries to find you but Is poor at solving the problem. 

e. He tries to find someone to help him. 

f. He runs around In different directions without a plan. 

g. He makes no effort to be found and may Just cry. 

h. Other 



Best Guess 



Your child is introduced to jan unfamiliar adult, 

3- He Immediately shows **wlld** behavior, perhaps making 

demands or\ the stranger, 

b. He shows anger or definite unfriendliness, 

c. He Is relaxed and friendly with the strange adult, 

d. He clings to you and will not let you leave. 

®- He tries to meet the stranger, but Is awkward and does 

the wrong thing, 

He shyly retreats, Is silent or cries, 

■€!• He refuses to be Introduced to the strange adult, 

h. Other 

^ Best Guess 

Your child Is Introduced to a group of children he doesn't know, 

3, He pulls away and avoids contact with the strange children, 

l^- He attempts to be friendly, but does things which are 

Inappropriate and prevent his being accepted, 

He wants you to stay and help him get to know the new 

children, 

He jumps right In with the new children, but does everything 

he feels like doing, regardless of their wishes. 

e« He makes friends with them without any difficulty, 

^* He says that he can't make friends on that others wouldn't 

want him, 

g« He Is distinctly unfriendly with the new children. 

h. Other 

^ Best Guess 



Your child fs given a new toy to ptay with. 

. a. He tries to use the new toy but Is clumsy or unimaginative. 

stl2i;lnl;^^ ^V^fythlng with the toy without 

' '"'^ '"'^ quickly lose Interest 

n"o inte'ris?!'"' '° '"^^ °^ ^^ows 

lislnnt!^"' '^"^'■^^ °'" "P^'''^ °f 

" a^dtrglnatlJeV' "^"^^ ^""^ ^° • 

Tf. He Intentionally tries to damage or destroy the toy. 

. g. He wants someone to help him p.lay with the toy.' 

h. Other 

Best Guess 

You forbid your child from taking a cookie that Is within his reach. 
a. He obeys after trying to convince you to change your mind. 

d":e?n^:'Lt'lm?'^ '° ^'^^ ^'"^ ^-^""^'^^ 

c. He sneaks the cookie when you aren't looking. 

up Ms1cttns?°''^ '° - 

e. He feels he does not deserve to have one anyway. 

f. He goes away and makes no effort to get the cookie. 



Other 

Best Guess 
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10. Your child has friends come over'to play with htm. 

a. He pays little attention to them and tries to play 

by himself. 

He plays cooperatively with his friends and enjoys himself. 

l^g^p c. He wants an adult to play with them or just watch, even 

though his friends are present. 

f^^C He gets Into maTiy arguments with his friends and perhaps 

calls them names or hits them. 

r He does whatever he wants regardless of whatever the other 

children want, taklngrany toy that appeals to him and 
moving from one activity to another quickly. 

<•» 

JjO ^» ' He tries to play cooperatively with his friends but Is 

poor at communicating with them or cannot learn their games 

/.r-p g» He tells his friends that he Is no good at things and 

•^^^ ^ lets thfem run the show. 

h. Other ^ t 

Best Guess ^ 

11. Your child breaks a toy that belongs to another child. 

J a. He tries to fix It but ends up crying because he cannot, 

f\(^ b. He then breaks the toy completely out of anger or blames 

someone else. 

^c^p ^' He gets upset and Immediately looks for an adult to fix 

' the toy and comfort him. 

^l/ d. He doesn't care or pretends he dtdn*t do It or runs away. 

rrr ^» He tries to fix the toy and If he cannot, explalng 

clearly what happened. 

^f^f f. He acts In a disorganized way, trying to fix It without 

plan or consistent effort. ^ 

//e'f' g» He gets angry with himself, accusing himself of badness 

or clums Iness. 

h. Other 

Best Guess 



12. Yau ask your.chlld how hfs day was or what he has done today. 
JT/O a* He Is unable to explain clearly or cannot remember. 



spee 



b. He responds by saying whatever comes Into his head, 
running many Ideas together. 

c. He says he did things' badly and everything went wrong. 

d. He gets angry at the question. 

e. He asks someone else to describe his actions or asks for help. 

f. He clearly describes the Important events In an organized way. 

g. He Ignores the question or makes up stories. 
*h. Other 



Best Guess 

13. Please s^elect an Incident or situation, and describe* the situation 
and your child's most typical reactions to the situation. 
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PRE-; NTERV I EW PROTOCOL 



1. Parents nonius., ad.drcss, phons number 

' ! V"'' 

2. Child*? ^ae 

• • • 

3* Is he fn a special educciftlon class? 
^. What grade Is he In? 
•5". Is he ciirrsntly oh medication?'"' 

If so, what medicine? What dosage? 

6. Medical history - has he had any serious Illness or medical problems? 

7. Mother's age at time of birth? Any problems with pregnancy or birth? 

8. No of siblings 

10. Father's educational levol - What was highest level of education? 

11. What Is his" currehjk' occupation? 

12. Mother's educational ^level - highest level of school attendance? 
\3'.' Mother's current occupation? 

A°A Prrj°"'^V attended the clinic? If so, how many times has 
he attended clinic sessions? ", 

15. Who referred? 

M^^.lJf "^"^^ ^^J'^'"'''^ """^ mentioned, attempt to 

Identify those viewed as primary and as secondary. 



0/ 



* 



POST-lflTERVIEW PROTOCOL 



1. How many cUntc sasslons b-iJS your chfld attended? 
If any were missed, why? - , 

2. Oyerall , would you describe yoar child as doing ^slnce beglnnlna 

the clinic? * 

Much Worse • Slightly Worse About the Sams Slightly- Better Much Better 

3- In his relations with peers how has he done since being In the clinic? 

In his large r^acle coordination? 
5- In his fine muscle coordination. 
6. In his ability to think and reason? 

7- In his ability to stick to a task 

. • . . .. . 

o. in his relations with you 

9. How did. your child feel about attending the clinic? (no coding) 

10. How did you feel about his attending: Expectlons? 

11. Have there been any Important changes or events (other than the clinic) 
In your chllds life sines beginning the cllnlo- ■ 



• 
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